Remembering to Learn: The Overlooked Role of Remembrance in Safety Improvement
Macrae C. BMJ Qual Saf. 2016(Nov 18) . [Published online ahead of print.] Extract free; full text requires subscription. http: //qualitysafety. bmj.com/content/early/2016/11/18/bmjqs-2016-005547. extract In this perspective article, the author suggests that concepts and practices of remembrance are a potentially important and unexplored area in relation to understanding and addressing the occurrence of medical errors and adverse events that result in serious patient harm. The author discusses the psychological, cultural, and social functions of remembrance and illustrates how incorporation of such practices in health care could help improve learning and transparent communication about safety-related incidents, drawing on examples from other industries, such as NASA's commemoration of the astronauts who died in the Challenger disaster.
Building a Patient Safety Toolkit for Use in General Practice
Bell BG, Spencer R, Marsden K, Perryman K, Campbell SM, Avery AJ. InnovAiT. 2016(Sep); 9(9):557-562. Abstract free; full text requires subscription. http://ino.sagepub. com/content/9/9/557.abstract Seeking to provide guidance for patient safety improvement efforts in the general practice setting, the authors have compiled a set of tools designed to assist practitioners in activities that include evaluating safety culture, performing review and analysis of adverse incidents, and assessing and improving safety in medication prescribing and medication reconciliation processes. This article summarizes the development of the toolkit and describes its components. The toolkit has been made available by the UK Royal College of General Practitioners as a free online resource and can be accessed at http: // www.rcgp.org.uk/clinical-and-research/toolkits/patient-safety. aspx. 4. Evaluating the Implementation of a National Disclosure Policy for Large-Scale Adverse Events in an Integrated Health Care System: Identification of Gaps and Successes Maguire EM, Bokhour BG, Wagner TH, et al. BMC Health Serv Res. 2016(Nov 11); 16(648) . Full text free. https://bmchealthservres.biomedcentral.com/ articles/10.1186 Full text free. https://bmchealthservres.biomedcentral.com/ articles/10. /s12913-016-1903 An important element of developing effective approaches to responding to adverse events in patient care is the establishment of policies and procedures for communicating about events that have the potential to affect large numbers of patients, such as failures in equipment sterilization processes that result in numerous patients being exposed to risk of infection. This qualitative study examines the Veterans Health Administration's approach to disclosing such incidents and discusses key considerations and insights that may help guide other organizations seeking to develop similar processes. While a number of studies have examined safety related to the implementation of information technology systems in hospitals, comparatively little is known about safety issues associated with the introduction and use of information technology in the general practice setting. Drawing on an analysis of incidents reported by 87 general practitioners in Australia, this study suggests that although the larger categories of IT-related issues identified were similar to those that have been documented in hospitals, certain types of issues were found to be especially disruptive in the general practice setting, specifically problems related to software updates and the transition of records from one system to another. 00285-6/abstract In this study, an analysis of claims data for Medicare beneficiaries who received care during 2009 and 2010 showed that patients who experienced any of a specified set of hospitalacquired conditions (HACs) during their treatment incurred significant additional financial costs-totaling $20.5 million per year-as compared with patients who had no documented evidence of HACs. The study builds on evidence from previous analyses that have examined the financial impact of HACs on hospitals and health care systems and identifies implications for the development of future policy efforts aimed at reducing the incidence of these conditions.
Feasibility and Added Value of Executive WalkRounds in Long Term Care Organizations in the Netherlands

IMIA Yearbook of Medical Informatics 2016: Unintended Consequences: New Problems and New Solutions
Introducing a Change in Hospital Policy Using FMEA Methodology As a Tool to Reduce Patient Hazards
Ofek F, Magnezi R, Kurzweil Y, Gazit I, Berkovitch S, Tal O. Isr J Health Policy Res. 2016(Nov 1); 5(30) . Full text free. https://ijhpr.biomedcentral.com/articles/10.1186/ s13584-016-0090-7 This article describes how an Israeli medical center employed failure mode and effects analysis (FMEA) to evaluate and address patient safety hazards associated with a change in institutional policies and procedures for the use of intravenous potassium chloride solutions-a process that involves high risk because incorrect administration of concentrated forms of the solution can lead to serious harm or death. The study provides an illustration of the effective application of prospective risk identification and analysis methods as part of an approach to facilitate safe implementation of process change within a complex system. The authors note that although there has been expanding use of simulation-based training techniques as a tool for the education and evaluation of health care professionals, there are significant opportunities for application of simulation in other areas with a focus on health care safety and quality improvement, including human factors engineering. This article discusses current uses of simulation in health care and gives examples of how further integration and collaboration between the fields of human factors and simulation could advance research and improvement efforts to support the delivery of safe patient care.
Leveraging Health Care Simulation Technology for
The New CMS Hospital Quality Star Ratings: The Stars Are Not Aligned
Bilimoria KY, Barnard C.
JAMA. 2016(Nov 1); 316(17):1761-1762. Extract free; full text requires subscription. http://jamanetwork. com/journals/jama/article-abstract/2576618
In this viewpoint article, the authors assess the new hospital rating system released by the CMS earlier this year, which compares hospitals on the basis of a single overall rating (derived from a weighted average of 64 performance measures) rather than presenting performance on numerous individual measures, as do many of the other rating systems currently in use. The authors argue that although the development of a meaningful composite measure of hospital quality is a "laudable objective, " the new system has a number of methodological shortcomings that would need to be addressed in order for it to fulfill its stated purpose. 
Patient Safety in Ambulatory Settings
nih.gov/books/NBK396055/
Although the large majority of health care is delivered in outpatient settings, most patient safety research and improvement efforts undertaken to date have focused on issues specific to hospital care. Recognizing the need for an increased focus on safety issues in ambulatory care and seeking to create a framework to guide the development of future efforts in this area, this technical brief draws on expert input as well as a review of published literature to provide an overview of evidence about key safety issues, strategies for improvement, and interventions related to safety in ambulatory care settings. Drawing on data from focus groups conducted with patients from primary care practices in England, this study provides a qualitative analysis of patients' experiences and examines their views about what constitutes safe or unsafe care. The study provides insights into how patients conceptualize patient safety and helps to expand the relatively limited body of research examining safety issues in the primary care setting from the perspective of patients.
Patients' Perceptions and Experiences of Patient Safety in Primary Care in England
Preventing Patient Falls: A Systematic Approach from the Joint Commission Center for Transforming Healthcare Project
Chicago, IL: Health Research & Educational Trust; October 2016 . Full text free. http://www.hpoe.org/Reports-HPOE/2016 Preventing patient falls and fall-related injuries continues to be a challenge for health care organizations, and evidence suggests that the most effective approaches are those that involve multiple interventions and that target the specific set of factors associated with fall risk within a given facility or patient population. Presenting results from a fall reduction initiative led by the Joint Commission Center for Transforming Healthcare, this report describes issues that contributed to falls and the interventions developed to address them at participating hospitals. The report also includes case studies highlighting the experiences of several participating facilities.
Prioritizing Cross-Disciplinary Teaching and Learning and Patient Safety in Hospital-Based Environments
Milliken A. AMA J Ethics. 2016(Sep); 18(9):891-897. Full text free. http://journalofethics.ama-assn.org/2016 18(9):891-897. Full text free. http://journalofethics.ama-assn.org/ /09/ ecas1-1609 This article presents a vignette that illustrates how difficulties in communication between health care professionals-some of which may stem from hierarchical relationships among clinicians in academic medical institutions-can interfere with the delivery of safe and effective patient care. The author discusses the role that interprofessional education and training can play as an approach to overcoming communication barriers and improving patient safety. Beament T, Mercer SJ. Anaesthesia. 2016(Nov); 71(11):1332 71(11): -1340 full text requires subscription. http://onlinelibrary. wiley.com/doi/10.1111/anae.13546/abstract Creating an environment in which all health care personnel feel comfortable voicing safety concerns, regardless of their professional role or level of seniority within the organization, is considered an important element of establishing and sustaining a culture that supports safe delivery of patient care. In this study, the authors used a simulation-based analysis to examine factors that helped or hindered trainee physicians in "speaking up" in situations where a treatment decision made by a more senior colleague could threaten patient safety. content of reported disclosures adhered to recommendations set forth in national guidelines, and the impact of disclosure experiences on surgeons' work-related and personal quality of life. The study suggests that incorporating insights about the effects of disclosure on clinicians' well-being could improve education and support for care providers involved in adverse events as well as facilitate adherence to recommended disclosure practices. This annual publication identifies 10 technology-related safety issues considered most important or highest priority areas for safety improvement efforts in the coming year, selected on the basis of expert opinion and research and analysis conducted by the ECRI Institute. Top items on the list include intravenous infusion errors associated with the use of automated infusion pumps, failures in the cleaning of complex medical devices, and safety problems related to the management of ventilator alarms. In this article, the authors propose that a set of essential concepts should be understood and embraced by all health care professionals, especially those with responsibilities for developing educational materials and techniques related to patient safety and quality of care, in order to advance improvement efforts in primary care. The authors describe these concepts-which include an understanding of system complexity, balancing nonpunitive response to error with individual accountability for safety, and the role of cognitive biases and situational factors in the occurrence of human error-and discuss steps that could facilitate application of this framework in practice.
Speak Up! Barriers to Challenging Erroneous Decisions of Seniors in Anaesthesia
Top 10
Understanding and Responding When Things Go
Use of Physician Concerns and Patient Complaints As Quality Assurance Markers in Emergency Medicine
Gurley KL, Wolfe RE, Burstein JL, Edlow JA, Hill JF, Grossman SA. West J Emerg Med. 2016(Nov); 17(6):749-755. Free full text (PubMed Central) . https://www.ncbi.nlm.nih.gov/ pmc/articles/PMC5102603/ Patient complaints and safety concerns expressed by clinical care providers represent potentially useful sources of information for identifying errors and harmful incidents that occur during patient care, but little guidance exists about the most effective methods for collecting and making use of this type of data. In this study, the authors evaluated the extent to which safety concerns reported by emergency department patients and physicians (which were collected and routinely reviewed as part of the institution's existing quality assurance program) correlated with preventable adverse events as determined by independent case review.
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